health before their baby is born (Cowan & Cowan, 2000) . To alleviate depression during pregnancy and prevent depressive relapse postpartum, a psychotherapeutic intervention is needed for high-risk, depressed pregnant women, many of whom wish to avoid the slight risk of teratogenicity (e.g., the condition in which malformations in the fetus develop) associated with pharmacotherapy (Alvidrez & Azocar, 1999) . Treatment that provides relief to mothers may offer additional protective advantages to the fetus, infant, and other family members.
Approximately 26% of poor, African American and White, urban women meet diagnostic criteria for major or minor depression during pregnancy (Hobfoll, Ritter, Lavin, Hulszier, & Cameron, 1995) , at least double the prevalence rate (9% to 10%) of pregnant middle-class women (Gotlib, Whiffen, Wallace, & Mount, 1991) . Indeed, studies have revealed that low-income individuals have higher prevalence rates of physical and mental health problems than the general population (U.S. Department of Health and Human Services [USDHHS], 1999) . Despite this increased prevalence of mental health disorders, many low-income, particularly non-White, minority individuals either do not seek mental health services or they drop out after an initial visit or after their distress is alleviated (USDHHS, 2001) .
BARRIERS TO CARE
What accounts for this pattern? Studies have identified a number of barriers to service use by low-income populations, including cost, inconvenient clinic locations, transportation, limited hours, child care, stigma, discrimination, previous negative experience with service use, and provider cultural insensitivity (Diamond & Factor, 1994; Hunt & Andrews, 1992) . Some intervention studies, however, suggest that despite the psychological and practical barriers to accessing services, some lowincome, minority patients can be engaged in treatment if their unique needs are addressed by service providers (McKay, Nudelman, McCadam, & Gonzales, 1996) .
Women who are poor also experience more frequent, threatening, and uncontrollable life events than does the general population, including community crime and violence, substance abuse/addiction in their families, inadequate, crowded living arrangements, and imprisonment of their partners/husbands (Belle, 1990) . Furthermore, their social networks can serve as conduits of stress, just as they can serve as sources of support (Riley & Eckenrode, 1986) . Thus, to be relevant and effective for treating depression in these women, a psychosocial intervention needs to take into account the stressful context of their lives. In the following section we describe brief interpersonal psychotherapy (IPT-B) and the ways in which we have enhanced it to be more culturally relevant to African American and White women with low incomes.
CULTURALLY RELEVANT, BRIEF INTERPERSONAL PSYCHOTHERAPY FOR ANTENATAL DEPRESSION
Depression during pregnancy appears to be strongly related to lack of perceived support from significant others, particularly the spouse or partner (O'Hara & Swain, 1996) . An interpersonal approach to the treatment of antenatal depression, therefore, may be not only judicious, but critical. Interpersonal psychotherapy (IPT; Klerman, Weissman, Rounsaville, & Chevron, 1984 ) is based on empirical evidence demonstrating that individuals who experience social disruptions are at increased risk of developing depression. Building on previous research showing the efficacy of 16 sessions of IPT for the acute treatment of depression (Klerman et al., 1984; Weissman, Markowitz, & Klerman, 2000) and for depressed, pregnant women, in particular, (Spinelli & Endicott, 2003) , we conducted a pilot study assessing the feasibility and acceptability of using a brief, 8-session model of IPT (IPT-B) to treat depressed, pregnant, low-income women.
The choice of this abbreviated model was based on pilot data (Swartz, Frank, Shear, Thase, & Fleming, 2004) suggesting that for a majority of patients, depressive symptoms remit after 8 weeks of brief IPT and remain low at the 6-month follow-up. Given that the dropout rate is high in low-income, minority individuals in need of treatment for depression (Miranda & Dwyer, 1993) , IPT-B was developed specifically to address the needs of women who had difficulty adhering to longer courses of psychotherapy, even when it was offered in a location convenient for them (Swartz, Shear, et al., 2002) . Furthermore, the increased time pressure afforded by IPT-B may be a motivator for change that stimulates therapist and patient to work more rapidly and intensively (Swartz & Markowitz, 1998) . IPT-B seems particularly applicable for treating depression in pregnant, lowincome, mostly African American and White women. It alleviates the burden of numerous treatment sessions, its time pressure fits with pregnant women's motivations to feel better as quickly as possible before their baby is born, and it appears to be an effective alternative to pharmacological treatment. Moreover, the idea that depression 398 RESEARCH ON SOCIAL WORK PRACTICE takes place in an interpersonal context (Klerman et al., 1984) seems to be culturally consonant with the collectivistic worldviews of diverse minority groups (Hall, 2001 ).
In the current study, we planned to offer depressed, pregnant, low-income obstetrics and gynecological (OB/ GYN) patients acute treatment with IPT-B, followed by monthly IPT maintenance sessions (IPT-M; Frank, Kupfer, Cornes, & Morris, 1993) up to 6-months postpartum. Given the considerable body of evidence that major depression is a chronic condition in which recurrence is expected, especially in the first 2 to 6 months after remission (Kupfer, 1991) , it is judicious to reduce this risk by providing maintenance sessions after remission is obtained to help patients deal effectively with the social and interpersonal stresses associated with the remitted state. IPT-M has demonstrated efficacy in preventing recurrence in patients with recurrent major depressive disorder (Frank, Kupfer, Perel, et al., 1990) .
IPT-B may also be enhanced with additional components to make it more culturally relevant to low-income, depressed, pregnant, women, mostly African American and White (Grote, Bledsoe, Swartz, & Frank, in press; . After the diagnostic assessment and before treatment began, we implemented a twocomponent engagement interview consisting of (a) an ethnographic interview (Heyl, 2001) followed by (b) psychoeducation. This engagement interview was audiotaped with the woman's consent. Via the ethnographic interview, we asked open-ended questions to learn more about the sociocultural aspects of the woman's life and to ascertain her views on the following topics relevant to treatment engagement: (a) her perception of her depression experience; (b) the multiple social problems she faced, including acute and chronic stressors that may be linked with her depression (Belle, 1990) ; (c) the practical and psychological barriers she experienced to receiving care; (d) her attitudes toward mental health services, including perceptions of institutional racism; (e) what she wanted out of treatment, in addition to alleviation of depressive symptoms; and (f) her health-related beliefs and practices, including the importance of spirituality and prayer in her life (Boyd-Franklin & Lockwood, 1999) . During the ethnographic interview, we noted the specific concerns the woman raised pertinent to each topic and made a special attempt to acknowledge the strengths she showed in facing her real-life difficulties. We thought this an important way to connect with and engage her in a brief treatment.
Next, at the end of the ethnographic portion of the engagement interview, we provided individualized psychoeducation (Anderson, Reiss, & Hogarty, 1986 ) to respond to the needs, concerns, and perceptions the woman raised earlier in the interview, to address her practical and psychological barriers to receiving care, to affirm her strengths, and to give useful information about her symptoms of depression, and the IPT-B treatment program. This psychoeducation was designed to motivate the woman to engage in treatment.
We also supplemented the IPT-B intervention with other culturally relevant components to accommodate the stressful reality of our participants' lives and to make coming to treatment more feasible and less burdensome for them. Thus, we chose a public care Ob/Gyn clinic in which to provide the treatment because we hoped that pregnant women who regularly went there for prenatal appointments might find this setting more accessible and less stigmatizing than a mental health clinic. We offered not only a brief, effective psychotherapy but also a flexible approach to treatment delivery (i.e., a schedule that fit with the participants' prenatal visits, liberal use of treatment sessions by phone) and facilitation of access to social services (i.e., job training, housing, obtaining baby supplies). As recommended by Miranda et al. (2003) for engaging and retaining low-income primary care patients in depression treatment, we compensated participants U.S.$20 at every visit for the extensive time required to complete the six lengthy study assessments and for costs incurred for child care and travel. (We estimated that child care would cost at least $10 an hour [24 contact hours per participant] and that travel would cost at least $5.00 roundtrip per visit [an average of 16 patient visits for assessment, treatment, and follow-up]). We predicted that delivering contextually relevant, brief psychotherapy in these ways would result in high rates of treatment adherence among depressed, pregnant women in need of mental health services and would lead to significant reductions in their depressive symptoms and depression diagnoses.
METHOD Participants
All research procedures were approved by the Institutional Review Board of Magee-Womens Hospital in Pittsburgh, Pennsylvania. From October 2001 to February 2002, we conducted an initial screening for depression in pregnant patients, 18 years or older, between 12 and 28 weeks gestation, who received prenatal services in a public care Ob/Gyn outpatient clinic of a large women's hos- Grote et al. / BRIEF INTERPERSONAL PSYCHOTHERAPY FOR ANTENATAL DEPRESSION 399 pital in Pittsburgh, Pennsylvania. In the general waiting area of the clinic, we approached 116 patients and introduced ourselves and our treatment program. We found 73% (85 of 116) to be eligible based on age and length of gestation to be screened for depression. Of those eligible, 66% (56 of 85) gave informed written consent to the initial screening via the Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden, & Sagovsky, 1987) . Of those screened, 61% (34 of 56) scored positive on the EPDS (higher than 10) for possible depression. Even though they had not come to the OB/GYN clinic to seek treatment for depression, 18 patients of the 34 scoring positive for depression (53%) gave informed written consent to enter treatment and completed a diagnostic assessment for Axis I disorders, the Diagnostic Interview Schedule (DIS; Robins, Cottler, & Bucholz, 1995) . The extent of physical and/or sexual aggression in participants' relationships with a partner or husband was also assessed using the Conflict Tactics Scale (Straus, 1979) . Participants were excluded from consideration for the study if they were currently receiving any kind of treatment for depression or were excluded and referred for appropriate treatment if they (a) suffered from a comorbid psychotic disorder, organic mental disorder, substance abuse or dependence in the past six months, or mania; (b) demonstrated active suicidal ideation; (c) had a concurrent medical condition such as hypothyroidism that would explain their depressive symptoms; or (d) experienced severe physical or sexual aggression in their relationship with a partner or husband. (We referred patients who were experiencing partner aggression to specialized treatment because IPT-B strategies for dealing with interpersonal disputes may escalate tension, and possibly further aggression, between partners.) Participants were included in the study if they scored higher than 10 on the EPDS and did not meet any exclusionary criteria. Of 18 women, 6 (33%) were excluded: 2 had bipolar disorder, 1 had been placed on antidepressant medication by her obstetrician, 1 met criteria for alcohol dependence in the past 6 months, and 2 were not eligible for other reasons. Twelve eligible women (12 of 18 or 67%) entered the study.
Treatment
IPT-B, similar to standard IPT, is designed to treat depression by helping patients resolve an interpersonal problem that is linked to the onset or maintenance of a depressive episode (Grote et al., in press; Swartz, Grote, et al., 2004) . The therapist and patient must choose as the focus of treatment one of four interpersonal problem areas: grief, interpersonal disputes, role transition, and complicated pregnancy, a new area developed for treating antenatal depression (Spinelli, 2001) . (In IPT-B we do not have enough time to focus on interpersonal deficits, another interpersonal problem area that standard IPT addresses.) Therapist and patient work collaboratively for an average of eight sessions to resolve the selected problem area. All of the sessions were audiotaped, and 75% of them were reviewed with an expert (author's initials: HAS) for fidelity to the model.
We delivered IPT-B in space provided in or immediately adjacent to the large Ob/Gyn outpatient clinic. IPT-B sessions were scheduled, as much as possible, to precede or follow participants' regularly scheduled prenatal visits. At times when participants could not come in for treatment sessions, the session was conducted on the phone. Eight weekly sessions of IPT-B were delivered by one of two therapists who received equivalent training in IPT-B, a master's level clinical social worker (SEB), and a master's level clinical social worker/Ph.D. psychologist (NKG). Both therapists were White. After the acute phase of treatment, participants received monthly follow-up IPT maintenance sessions (Frank, Kupfer, Cornes, et al., 1993) either by phone or in the clinic up to 6-months postpartum.
Measures
Before treatment was initiated, participants received an initial screening on the EPDS, a diagnostic assessment on the DIS, and a baseline assessment. After treatment, they received a posttreatment assessment, which took place within a week after the eighth IPT-B session and a follow-up assessment when the baby was 6 months old. During the baseline, posttreatment, and follow-up assessments, participants completed the following measures (higher scores represent greater dysfunction): the EPDS, the Beck Depression Inventory (BDI; Beck & Steer, 1993) , the 17-item Hamilton Rating Scale for Depression (HRDS; Hamilton, 1960) , the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) , the Social and Leisure Domain of the Social Adjustment Scale (SAS; Weissman & Bothwell, 1976) , and the 15-item Inventory of Interpersonal Problems (IIP; Pilkonis, Kim, Proietti, & Barkham, 1996) that can be used to estimate the extent of interpersonal difficulties. The aforementioned measures showed mostly adequate alpha coefficients, considering the small sample size, at the baseline, posttreatment, and follow-up assessments, respectively: EPDS (.62, .49, .90 (Sherbourne & Stewart, 1991) . We also asked participants about the extent of their satisfaction with each type of support. Items for support frequency and satisfaction were combined into an overall measure of social support that showed adequate alpha coefficients at baseline, posttreatment, and follow-up, .93, .89, and .76, respectively. Finally, at the posttreatment and follow-up assessments, participants received a diagnostic interview on the Depression subscale of the DIS. At the follow-up assessment, they also received an evaluation of how well they were taking care of the new baby via the 9-item New Baby subscale of the Postpartum Adjustment Questionnaire (PPAQ; O'Hara, Hoffman, Phillips, & Wright, 1992) that showed an adequate alpha (.88). Higher scores on the PPAQ represent greater dysfunction.
At the beginning of each IPT-B and IPT-M session, participants completed the EPDS and at the end of each session, they completed a 4-item treatment satisfaction survey (available from the authors). In addition, before treatment began and after eight sessions of acute treatment were completed, participants rated how positive they felt about their pregnancy on a 5-point Likert-type scale (1 = not very to 5 = very).
Study Design and Statistical Methods
We chose a pretest-posttest design with 6-month follow-up, using multiple cases and continuous assessment of depressive symptoms to achieve some control of threats to internal validity (i.e., history, maturation, testing), as Kazdin (1998) recommended for exploring innovative treatments. Baseline clinical and demographic characteristics of those who dropped out or were withdrawn from the study were compared to the rest of the sample using the Mann-Whitney U test for continuous variables and chi-squared analyses for categorical variables. Paired t tests and Wilcoxon Signed Rank tests were used (a) to conduct intent-to-treat analyses on the change in EPDS scores for the entire sample and (b) to evaluate change in baseline to posttreatment symptoms and change in baseline and follow-up symptoms for treatment completers. Conventional alpha levels (p < .05) were used to determine statistically significant differences and effect sizes for dependent means were calculated.
RESULTS

Demographic Information
Demographic information is summarized in Table 1 . The 12 participants in our sample were predominantly were not currently married but were living with another child or children in the home. More than one-half of the total sample was also living with a partner (or husband). Ninety-two percent (11 of 12) had a high school education or GED, 67% (8 of 12) was currently employed, and 58.4% (7 of 12) had annual incomes of less than $ 10,000.
Treatment Adherence
Twelve women entered the treatment study. After treatment began, 1 woman revealed ongoing severe physical aggression by her partner. We withdrew her from the study after Session 3 and arranged appropriate treatment for her. Two women dropped out of treatment, 1 after the first session and 1 after the third session. The former woman did not think she was depressed enough to warrant treatment (she was diagnosed with minor depression on the DIS). The latter woman gave no explanation but also discontinued her prenatal care at the Ob/Gyn clinic. No significant differences were found between noncompleters and completers on baseline clinical and demographic characteristics. Even though completers reported other competing demands on their time, all but 1 completed eight sessions of IPT-B before giving birth and within 12 weeks after the first treatment session. The remaining completer took 23 weeks to complete eight sessions. Thus, 9 of 12 women (75%) completed a full course of acute IPT-B treatment, a completion rate that compares favorably to that observed for depressed, lowincome minority women assigned to eight sessions of cognitive-behavioral therapy in a recent randomized trial (Miranda et al., 2003) . During acute treatment, a majority of participants (66% or 9 of 12) engaged in at least one treatment session by phone (range: 1 to 6 sessions). Six of 9 participants received an average of 4 to 6 IPT-M follow-up sessions. Table 2 shows that before treatment the entire sample was moderately depressed and anxious as measured by the EPDS, BDI, HRSD, and BAI. Ten of 12 participants met criteria on the DIS for major depressive disorder, and 8 of these 10 participants had experienced at least one previous depressive episode not limited to the prenatal period. On the DIS, 2 of the 12 participants met criteria for minor depression, and about 50% of the sample was diagnosed with at least one anxiety disorder, the two most frequent disorders being panic disorder (n = 4) and posttraumatic stress disorder (n = 4). Anxiety disorders are often comorbid with depression, and when these disorders occur together there is the likelihood of a slower or minimal response to treatment for depression (Grote & Frank, 2003) . In addition, participants' social functioning in the social and leisure domain was slightly compromised, according to a cutoff of greater than 2.2 on the SAS. Using a cutoff of 1.2 on the IIP (Pilkonis et al., 1996) , indicating considerable interpersonal difficulties, 100% of the sample reported having difficulty with other people in terms of accepting their authority, arguing too much with or feeling criticized or rejected by them.
Baseline Clinical Characteristics
Posttreatment Outcomes
Intent-to-treat analyses (using paired t tests and the more conservative Wilcoxon Signed Rank test) showed that those enrolled in the study (N = 12) experienced a significant reduction in depressive symptoms on the EPDS 402 RESEARCH ON SOCIAL WORK PRACTICE by the end of their participation in acute IPT-B treatment, t(11) = 4.0, p < .01 and W = -2.8, p < .01. The effect size (1.2) of the IPT-B treatment was very large. In Table 2 , results of paired t tests and Wilcoxon Signed Rank tests show that those who completed all eight sessions of acute treatment (n = 9) experienced significant improvements in depression (EPDS, BDI, HRSD) and anxiety (BAI) by the posttreatment assessment, which took place within 1 week after IPT-B Session 8. (One participant completed only the EPDS and the BDI at the posttreatment assessment.) Note that the effect sizes of the posttreatment outcomes are very large. Figure 1 shows the sharp linear decline in EPDS depression scores from the initial screening to the posttreatment assessment. We considered scores on the EPDS most indicative of treatment effects because the EPDS measure, compared to the BDI or HRSD, is less likely to confound symptoms of depression with the somatic symptoms of pregnancy or the postpartum period (Spinelli & Endicott, 2003) . In terms of response to treatment (defined a priori as ≥ 50% reduction in symptoms), 100% of completers experienced at least a 50% reduction in their EPDS depression scores, and 100% had EPDS symptoms scores in the "not depressed" range of functioning. On the BDI, 100% of completers reported at least a 50% reduction in depression scores, and 62.5% had scores in the "not depressed" range. On the HRSD, 89% of completers experienced at least a 50% reduction in depressive symptoms, and 62.5% reported symptom scores in the "not depressed" range. With respect to the BAI, 75% of completers experienced at least a 50% reduction in their anxiety scores, and 50% reported scores in the "not anxious" range. Furthermore, at posttreatment, none of the participants met criteria for major depression on the DIS. Social adjustment in the social and leisure domain was assessed. Table 2 shows that completers reported significant improvement in this domain, which meant that they were having more enjoyable contact with friends, talking more about their feelings or problems with friends, and spending more time doing things that interested them. In addition, frequency of receiving social support and satisfaction with that support significantly increased, while the extent of interpersonal difficulties notably declined. Effect sizes for these social-functioning outcomes were also large to very large.
Most of the completers (8 of 9) reported before treatment that their pregnancy was unplanned and all of them reported feeling somewhat positive about the pregnancy (M = 3.5 ± 1.51, of a possible score of 5). After treatment, however, they reported feeling far more positive about the pregnancy than before (M = 4.6 ± .74,) t(7) = -2.5, p < .05. Finally, the average treatment satisfaction score across all sessions was high (M = 4.8 ± .18, out of a possible score of 5).
Follow-Up Outcomes
After the end of acute treatment with IPT-B, monthly maintenance IPT (IPT-M) sessions began. Six of the nine completers received IPT-M sessions. Two completers did not desire follow-up treatment and opted not to participate in IPT-M sessions. One of the nine completers requested continuing weekly psychotherapy sessions to prevent depressive relapse and was referred to a mental health center convenient to her. (We consider this request for ongoing psychotherapy a favorable outcome of IPT-B.)
Intent-to-treat analyses (using paired t tests and the more conservative Wilcoxon Signed Rank test) showed that those enrolled in the study (N = 12) experienced a significant reduction in depressive symptoms on the EPDS by the end of the follow-up period, (t(11) = 2.9, p < .05 and W = -2.3, p < .05). The effect size (.8) of the IPT-B Table 2 showed that completers tended to maintain their improvements in depression and anxiety by the follow-up assessment at 6-months postpartum (see also the follow-up EPDS score in Figure  1 ). Effect sizes on these follow-up outcomes were very large. Again note that on the EPDS, 78% of completers experienced at least a 50% reduction in their depression scores, and 67% had scores in the "not depressed" range of functioning; on the BDI and HRSD, 67% of completers experienced at least a 50% reduction in depressive symptoms, and 67% and 56%, respectively, had scores in the "not depressed" range; on the BAI, 67% of completers experienced at least a 50% reduction in their anxiety symptoms, and 67% had scores in the "not depressed" range. Furthermore, only one of the completers met criteria for major depression on the DIS and was referred for treatment.
At the 6 months postpartum follow-up, participants still tended to show significant improvements in social functioning, with respect to friends, leisure, and social support (with moderate to large effect sizes), although less than at posttreatment. When asked about taking care of the new baby, participants reported that they and family members thought they were doing a very good job taking care of their baby's needs and engaging in physical contact and play activity with their baby (New Baby subscale of the PPAQ; M = 1.6, SD = .25). Participants again showed a significant decrease in the amount of interpersonal difficulties they were experiencing, as they did at posttreatment, and reported high treatment satisfaction.
DISCUSSION AND APPLICATION TO SOCIAL WORK PRACTICE
Although we cannot conclude that the results of this small study are generalizable, the data demonstrate that a majority (75%) of the 12 Ob/Gyn patients enrolled in the study can be engaged and retained for the full eight sessions of IPT-B in an Ob/Gyn setting, if their specific needs and issues are addressed by adding important practical additions to IPT-B. Intent-to-treat analyses and results in Table 2 showed that the patients receiving IPT-B displayed significant improvement at the posttreatment assessment on measures of depression, anxiety, and some aspects of social functioning. Furthermore, at the 6-month postpartum assessment, findings indicated that patients had maintained their improvement on depressive and anxiety symptoms, on average, and that they and their family members thought they were doing a very good job taking care of their baby's needs and engaging in physical contact and play activity with their baby. Overall, we observed consistently large effect sizes on our treatment outcomes and found that participants rated their satisfaction with treatment as high at both assessments.
The attrition rate in our pilot study was 25%. We suggest that this rate be viewed in light of the fact that (a) our sample of depressed women was not initially seeking treatment for their depression and (b) studies have shown that from 40% to 60% of low-income individuals seeking mental health care do not even return for a second treatment visit (Greeno, Anderson, Shear, & Mike, 1999) ; Greeno et al., 2002) . Indeed, in a recent treatment study of depression in low-income minority women, 83% (74 of 83) of the women referred to specific care in the community failed to attend even one treatment session (Miranda et al., 2003) .
Nonetheless, our pilot study had limitations. Results were based on data obtained from a small sample of participants in their midtrimester of pregnancy and thus may not be generalizable to other low-income, depressed, pregnant, predominantly African American patients. Because we did not include a comparison or control group in the design of the study, we cannot conclude that IPT-B is more effective than the passage of time or treatment as usual for depression, nor can we rule out regression-to-the-mean effects or other confounding variables, including self-selection in patient participation or social desirability bias in responding to repeated assessments. We did not adjust the alpha levels for significant differences found in Table 2 using appropriate tests to correct for number of concurrent tests performed, primarily because these tests would have been underpowered because of our small sample size. However, we did observe consistently large effect sizes on all our outcomes. Finally, paying patients $20 per session to reimburse them for the study assessments and child care/travel expenses may have artificially inflated rates of treatment attendance. We recognize that compensating participants in this way may not be economically feasible for clinical practice in a primary care setting.
In this pilot, we relied on a pretest-posttest design with 6-month follow-up, using multiple cases and continuous assessment on the EPDS, that serves an important place in exploring innovative clinical treatments (Kazdin, 1998) . Although not a substitute for experimentation, Kazdin (1998) pointed out that this type of design can rule out specific threats to internal validity in a manner approaching that of true experiments. For example, problems associated with testing are not likely to influence the pattern 404 RESEARCH ON SOCIAL WORK PRACTICE of data for a large number of occasions (see Figure 1) . Solid information about the stability of untreated depression (Kupfer, 1991) further helps to make implausible changes due to testing. In addition, as the number and heterogeneity of clients increase and receive treatments at different points in time, history and maturation become less plausible as alternative rival hypotheses. Note the standard deviations in Figure 2 showing the considerable between-subject variation on depression at each time point. Even though the participants differed on the extent of depression, they mostly improved in time. Such sample heterogeneity may be viewed a strength as it argues against clinical improvement due to maturation or history and also implies better generalizability.
Clearly, a multicomponent, efficacious psychotherapeutic treatment program appears necessary to address the stressful social context of depression in low-income, pregnant women (Cunningham & Zayas, 2002) . The components of culturally relevant IPT-B were developed to meet this necessity and to carry out the larger mission of social work practice-to help the most vulnerable individuals and families at a critical stage in family life. The IPT-B treatment program is aimed at the amelioration of antenatal depression and the prevention of postpartum depressive relapse to protect the mother, child, and family. Thus, this program exemplifies a shift from an exclusive acute disease treatment model to a model that includes treatment, relapse prevention, and health promotion (Katon & Ludman, 2003) .
What is also distinctive about this program is the venue for the identification and treatment of antenatal depression-a primary care Ob/Gyn clinic staffed by physicians, residents, nurses, midwives, and social workers. Primary care facilities are used extensively by women and have the potential to diagnose patients at early stages of depression and to provide evidenced-based treatments, such as interpersonal psychotherapy (Katon & Ludman, 2003) . Ten years of research has shown that primary care-based psychotherapeutic programs integrating mental health professionals into primary care can improve symptomatic and functional outcomes for patients with depression (Katon et al., 1996; Schulberg et al., 1996) . Social workers, in particular, have much to offer in improving mental health services in primary care clinics by being trained to provide brief, evidenced-based psychotherapy, such as culturally relevant IPT-B, to depressed patients. This psychotherapeutic intervention may be especially helpful in improving outcomes for depressed, low-income, underserved populations who have poorer access to specialty mental health services and are less likely to be able to afford them. If culturally relevant psychotherapy for the treatment of perinatal depression is demonstrated to be effective in a future randomized trial, it is our hope that public care Ob/Gyn clinics serving low-income women will routinely screen for depression and offer these women a variety of nonpharmacological options for treatment on site, including culturally relevant IPT-B.
CONCLUSIONS
Our results indicate that administering IPT-B to this small sample in the public care Ob/Gyn clinic of a large, urban hospital was feasible, acceptable, and produced relatively high rates of treatment adherence and patient satisfaction. Significant findings on the depression indices suggest that IPT-B alleviated depressive symptoms in the participants before the birth. IPT-M follow-up sessions appeared to maintain this improvement up to 6-months postpartum and may have helped avert a postpartum depressive relapse in all but one participant.
